STATE OF MINNESOTA
DEPARTMENT OF HUMAN SERVICES
444 L AFAYETTE ROAD
ST. PAUL, MINNESOTA 55101

April 7, 1987

Ms. H aine Tinmer

Chi ef Executive Oficer

Fergus Falls Regional Treatnent Center CERTI FI ED MAI L
P.Q Box 179

Fergus Falls, M 56537

Dear Ms. Ti mmer:

Pursuant to M nnesota Statutes, section 245.801, subdivisions 3, 4, and 5
(1984), the Comm ssioner of Human Services is issuing you a |icense and
making it probationary until May 1, 1988. This notice of probation results
from substanti ated nonconpliance with Mnnesota Rul es, parts 9525. 0210

t hrough 9525. 0430 and parts 9555. 8000 through 9555. 8500.

O Decenber 8 through 11, 1986, the Fergus Falls Regional Treatnent Center
was reviewed to determ ne conpliance with the provisions of Mnnesota Rul es,
parts 9525. 0210 through 9525. 0430 and parts 9555. 8000 t hrough 9555. 8500,

whi ch govern the licensure of residential prograns for persons wth nental
retardation. The licensed capacity of the programwas 236. A the time of
the review 179 persons were receiving services.

CCRRECTI ON CRDER

The follow ng violations) of state and/or federal |laws and rules were
observed. Corrective action for each violation is required by M nnesota
Statutes, section 245.805, and is hereby ordered by the Commi ssi oner of
Human Services. Failure to correct the violations within the prescribed
anount of tinme may result in fines and/or action against your |icense, as
provided for in Mnnesota Statutes, sections 245.801 and 245. 803.

To assist you in conmplying with the correction orders, a "suggested met hod
of correction" may be included for any or all of the violations cited.

Pl ease be advised that a "suggested nmethod of correction” is only a
suggestion and you are not required to follow the "suggested nethod of
correction.” Failure to follow the "suggested method of correction" wll

not result in a fine or an action agai nst your |icense. However, regardless
of the method used, you are required to correct the violation(s) within the
prescri bed anount of tine.

AN EQUAL CPPCRTUN TY EMPLOYER
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April 7, 19871. Gtation; MnnesotaRul es, part 9555. 8300, subparts 2. and 3., and
M nnesota Statutes, section 626.557, subdivision 1.

Violation; The facility has not adequately protected vul nerable adults
or provided a safe living environnment. Review of resident records
reveal ed that individual abuse prevention plans did not specify
neasures to be taken to mnimze the risk of abuse for residents, other
than a general statenent that 24-hour supervision wll be provided.
That general statenent is not adequate as an individual (or program
abuse prevention plan. Based on the nunerous incidents involving these
residents, "24-hour supervision" alone does not provide adequate pro-
tection to the residents. Further, the records reveal ed that the
interdisciplinary teamdid not utilize the previous reports of

abuse/ negl ect regarding the resident when annually review ng the plan.
For exanpl e:

a. Aresident with severe medical conditions (D.W) died as a result
of those conditions (according to the physician's report). The
facility did not have a plan to mnimze the risk of abuse/negl ect
for this resident regarding her severe nedical condition and her
hi story of apnea (stopping breathing). Afacility admnistrator
stated an individually devel oped pl an was not necessary, as this
resident was adequately covered by the programs general abuse
prevention plan.

b. A resident was placed in a |ocked seclusion roomat approximately
9 p.m and left there when staff went off duty at the end of the
shift. A approximately 11 p.m, staff on the next shift dis-
covered the resident when they noticed a pool of urine running out
fromunder the door of the seclusion room This instance of
secl usion was used without a programplan. At least 21 other
i nstances of seclusion or restraint were used w thout a program
plan fromJanuary 30, 1987 to February 12, 1987.

C. For R J., Achievenent Center for Miltihandi capped (ACMH) Cedar
Unit, the assessnment identified 28 areas of susceptibility to
abuse but no prevention plans existed.

The record reveals a pattern of falls and stunbling that have not
been identified as an area of susceptibility. The falls have
resulted ininjury. Mist recently, the resident was found in the
early morning with his head stuck between the bed and the guard
rails after falling frombed. It is not known how long the resi-
dent's head was stuck, nor was the incident reported as possible
neglect. The fall did result in several cuts, scrapes, and abra-
sions on the feet, head, and neck. Further, the resident's record
indicates a visual inpairment which could be an additional factor
inthe falls, but a physical examreport concludes that gl asses
are not appropriate currently. No rationale is given for the
deci si on.
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d. For resident T. R, CIAC 4, the assessnent identified 26 areas of
susceptibility to abuse with no prevention plans devel oped. The
record reveals a pattern of self-abuse and aggressi on towards
others, and that the resident "is vul nerable, gets scratched but
will not call out. [The resident has] Blindness . . . wll not
seek first aid."

e. For resident J. J., CTAC 3, the assessnent identified 28 areas of
susceptibility to abuse with no prevention plans devel oped. In
addition, the record reveals a pattern of incidents that were not
addressed in the individual abuse prevention plans. n
February 13, 1986, the resident was found to have a scrape on the
mddl e of the back; cause unknown. On May 13, 1986, the resident
was found to have a human bite nmark on the arm On June 10, 1986,
the resident was found to have a day ol d abrasion on the el bow,
cause unknown. n two occasions, the resident choked on inedible
itens; July 8, 1986, a checker was lodged in the resident's throat
and required the Heimich Maneuver; also in 1986 the resident
choked on a bead. On Cctober 26, 1986, the resident was found to
have a sore finger which was not identified for at |east one full
day as a broken bone; cause unknown. On Decenber 9, 1986, the
resident was poked in the eye by another resident.

Time Franme for Correction: By May 1, 1987, submt the individual abuse
prevention plans for the above individuals including the measures being
taken to mnimze risk. Reevaluate all records to determne the need
for individual abuse prevention plans, including day prograns and sub-
mt the results of the evaluation by July 1, 1987. Al identified
revisions shall be conpleted and abuse prevention plans inpl emented by
January 1, 1988.

Ctation: Mnnesota Rules, parts 9525.0280, subpart 14.

Violation: Aversive behavior prograns are being devel oped or changed
and inplenmented wthout the consent of parents and/or |egal guardians.
For exanpl e:

a. The record of resident R J. of the Cedar Unit showed that the
nost recent parental consent for aversive programmng was given in
1983 and that the most recent |egal guardi an consent was obtai ned
in January of 1985. The programstates that this consent woul d be
in effect for one year only. Despite this fact, the human rights
commttee gave consent for continued aversive programming in
February of 1986 wi thout current consent fromeither parents or
| egal guardi ans.

b. Resident J. J. fromCTAC 3 is under state guardi anship. The
soci al worker, as guardian, denied the use of aversive procedures
in March of 1986. In August 1986 Kay Hendri kson, DHS Public
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Quardi anshi p Administrator, allowed the aversive procedure on the
condition that data be reviewed nonthly by the teamand in 90 days
by her. However, staff interviews and records indicated that
aversive programm ng was inplemented between March 1986 and August
1986 after consent had been denied by the social worker (acting

as guardi an) and prior to consent fromMs. Hendrikson

Time Frane for Correction: By May 1, 1987, submit a copy of consent
for aversive behavior progranm ng or evidence that aversive behavior
progranmng is not being used.

Ctation; Mnnesota Rules, part 9525.0280, subparts 2. and 3., and
part 9525. 0310, subpart 3.

Violation: Staff did not consistently devote their attention to the

care and devel opnent of the residents or naintain a warm famly, or

hone-1i ke environnment conducive to the achi evenent of optimal devel op-
ment by the resident. Further, living unit staff do not consistently
train residents in activities of daily living and in the devel opnent of
self-help and social skills, including dining skills on a regular
basis. For exanple:

a. On Decenber 10, 1986, on CTAC 4, from approxinmately 4:30 to
5:30 p.m, 5 staff were present with 15 or 16 residents. During
these peak progranm ng hours, there was little or no interaction
Wi th residents conducive to devel opnent or training of residents.
Interactions did not provide residents with training or guidance
in appropriate behavior to replace inappropriate behavior
observation revealed that no program plans were being inplenented.

b. On CTAC 3, between approximately 5:30 and 6:30 p.m, 3 staff were
present with 15 residents. Al residents were seated at the
dining roomtable for the evening meal. Staff did not use this
opportunity to provide training in eating or social skills.

During this tine, at least two residents were observed eating
bananas with the peelings on. Staff did not intervene. Two other
residents held their eating utensils in one hand and picked up
their food and ate it with the other hand. Staff did not inter-
vene to teach appropriate use of eating utensils.

C. During the norning on Decenber 10, 1986, for approximately 45
m nutes, three staff in the"Sunshine Roomdid not interact with
residents after they had placed themin the repositioning equip-
ment .

d. At 5:10 p.m, Decenber 10, 1986, eight residents sat in the acti-
vity area of the "Heading Qut" unit. A television was the only
source of stimulation. Four staff persons were observed in a
small roomsitting around a table eating snacks and talking with
each other. None of the staff present attended to the care and
devel opnent of residents.
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Tine Frane for Correction: |Immediately and on a continuing basis staff
shal| devote their tine to the care and devel opment of the residents as
their prinary activity., Staff breaks should be schedul ed so that sone
of the staff on duty are attending to the care and devel oprment of the
residents at all times. By June 1, 1987, subnmt an eval uation of the
prograns and environnment of each househol d and day program | ncl ude
plans to increase active learning opportunities and optimum | earning
potential at each site.

Gtation; Mnnesota Rul es, part 9525.0340, subpart 1.

Violation, There is evidence that facility staff are not inplenenting
prograns developed by the interdisciplinary team For exanpl e:

a. Resident J. J. fromCITAC 3 is on an aversive programand receives
behavi or-control I'i ng nedi cati ons. Five other program objectives
were found in the record but data were collected on only two of
the objectives. There were no data recorded after Novenber 30,
1986, relating to any of the programobjectives. Adirect care
staff person could not produce any current prograns and said that
the behavi or anal yst may have them (his office was | ocked).
Another direct care staff person said that he was new on the unit
and had not been trained to carry out the prograns or to take
dat a.

b. For resident T. R from CTAC 4, the program plan showed obj ecti ves
inat least six areas. During the evening shift on Decenber 10,
1986, a direct care staff person stated he did not have access to

. prograns or programdata because they were not on the conputer
yet. He stated that he was not that famliar with T. R's program
because he was not assigned to T. R Neither of the peopl e naned
in the program pl an as being responsi ble for carrying out the
programwas on duty.

c. e of the night shift staff stated that they do not followwit-
ten program pl ans because they have their own "informal" proced-
ures.

Time Frame for Correction: By May 1, 1987, subnit evidence that all
unit staff have been trained and are inplenenting the above prograns.
Further, submt evidence that staff are trained and supervised in the
i npl ementation of all fornmal prograns.

tation: M nnesota Rul es, part 9525.0260, subpart 2.

Violation; The facility did not provide free use of all living space;
exterior and interior doors were | ocked. For exanple: The househol d
of CTAC 1, 2, 3, 7 and ACVH keep unit doors | ocked. |ndividual ward-
robes on CTACunit 3 and 7 were |ocked. Television sets, VCRs, tape



Page S x
Ms. H ai ne Ti nner
April 7, 1987

decks, and stereos on CTAC 7 were | ocked in cabinets. Bathroons be-
tween CTAC units and in the admnistration building require a key for
entrance. In CTAC 3 the refrigerator is locked. Cn CTAC 6 tooth-
brushes are kept in a |locked wall cabinet. There was no evidence in
resident records that the interdisciplinary team considered the need
for or devel oped corresponding positive behavioral prograns to elim -
nate the need for |ocking doors and cabi nets.

Tinme Frane for Correction; ldentify where |ocks are being used and
evaluate the current need for these locks. |If locks are not necessary
to protect residents fromclear and present danger renove the |ocks or
devel op individual programplans to address the behaviors that make the
conti nued use of |ocked doors necessary. Submt the results of the
evaluation by June 1, 1987. New individual prograns rnust be incorpora-.
ted into each resident's individual programplan by Septenber 1, 1987,
or the interdisciplinary teamtust docurment that such prograns have
been considered and given a low priority in light of each resident's
other needs for training.

Gtation; Mnnesota Rules, parts 9555.8200, subpart 5., and part
9555. 8400, subpart 7.

Violation; Records |lack evidence that an orientation to the program

abuse prevention plans and the reporting systemwas provided for resi-
dents or their representatives. This orientation is essential if resi-
dents or their representatives are to understand existing risk factors,
plans to ninimze risks, and howto report incidents of abuse or neglect.

Tine Frane for Correction; By May 1, 1987, subnit evidence that al
current residents or their representatives have received orientation to
the reporting systemand that any newy admtted residents or their
representatives will receive training within the required tinelines.

Gtation; Mnnesota Rul es, part 9525.0260, subpart 2.

Violation: (ne household unit, CTAC 6, exceeded the licensed capacity
by one person. Seventeen (17) people tenporarily lived there while
unit nmoves were taking place. There were other units with 14 or 15
peopl e whi ch coul d have been used to house this person.

Tinme Frane for Correction; By May 1, 1987, submt evidence that no
nore than 16 clients reside in each househol d.

Gtation; Mnnesota Rules, part 9525. 0340, subpart |.B.

Violation; In the records reviewed there was no docunentation to indi-
cate that the interdisciplinary teamhad considered the proper exercise
of the residents' civil and legal rights including the right to ade-
guat e servi ce.
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Time Frame for Correction: By May 1, 1987, subnit a copy of the policy
and procedure to be followed to docunent that the interdisciplinary
teans have reviewed the residents' and parents' civil and |l egal rights.

Suggested Met hod of Correction; This review should include, but is
not limted to, howthe use of any aversive behavior prograns, restric-
tions on use of funds, restrictions on freedomof novenent, | ocked

war drobes or drawers may inpact on limtations of freedons due to

pr ogr amm ng.

Gtation: Mnnesota Rul es, parts 9525.0280, subpart 4.

Violation: Day prograns in the CTAC building provided services that
were neither functional nor age appropriate and did not resenble the
cul tural norns for nonhandi capped peers. For exanpl e:

a. On Decenber 8, 1986, about 2:30 p.m approxinately 45 adults
(staff and residents) were in one roomwhere the only activity was
a children's cartoon on television (VCR). The tel evision screen
was too small for appropriate viewing by all residents. During
this tinme, many residents engaged i n nal adapti ve behavior; there
was no alternative activity available to hel p reduce those nal a-
dapt i ve behavi ors.

b. Activities provided to adults in the day prograns included
children's peg boards and puzzl es, rhythmband instrunents, and
sand and water tables. Some adults were presented work sheets
W th nunber tracing, dot-to-dot, bead stringing, and coloring.

These teachi ng nethods and materials are not chronol ogi cal |y age-
appropriate for use with adults. The skills that were being
taught with these materials are largely irrelevant to the func-
tional living skills needed by adul ts.

c. Ininterviews, staff stated that sone residents were sorting
bl ocks to "keep thembusy.” This activity was not related to any
pur poseful outcone stated in the residents' individual program
pl ans.

Time Frame for Correction: By May 1, 1987, submt a plan to provide
functional and age appropriate day services to all residents.
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Gtation; Mnnesota Rul es, part 9555. 8500, subparts 1 and 2.-

Vioiation: Qientation and training related to vulnerable adults
consists only of training in the facility's internal policies and
procedures but does not include.a reviewof Mnnesota Statutes, sec-
tion 626.557, and M nnesota Rul es, parts 9555.8000 to 9555. 8500, in
their entirety. This training is essential if nmandated reporters are
to fully understand and act on their responsibilities under M nnesota
I aw.

Time Frane for Correction: By May 1, 1987, subnit evidence that
training for all personnel, for all required parts, has been conpl et ed.
Conpl ete the training on an annual basis thereafter

Gtation: Mnnesota Rul es, part 9555. 8400, subpart 4.

Violation: Policies and procedures regarding internal investigation
are i nadequate. For exanpl e:

a. Neither the witten policies and procedures nor the actual
i nvestigation records include persons and authorities notified;

b. One 1986 investigation al so |acked a record of persons involved in
the incident.

Time Frane for Correction: By May 1, 1987, subnit revised policies,
procedures and reporting forns.

Gtation: Mnnesota Rul es, part 9525.0270, subparts 1. and 4., and
part 9525.0280, subpart 5.

Violation: The interior design (arrangenent) of the living areas did
not sinulate the functional arrangenents of a hone to encourage a per-
sonal i zed at nosphere. For exanpl e:

a. Oh CTAC6 and 7 furniture is arranged in an institutional nanner
with furniture lined up along the walls of large roons. CTAC 6
policies require that the furniture be arranged in this way. A
staff interviewreveal ed that sometines the residents attenpt to
rearrange their furniture, but policies require the staff to
returnit to the institutional arrangenent. CTAC 6 has plants,
| amps, and ot her decorative itens hung froma high ceiling out of
the nornal range of vision. CTAC 7 |acked personal and decorative
i terns

b. Oh CTAC 3 there is a strong urine odor in the living roomar ea.

Time Frame for Correction: By July 1, 1987, evaluate each living unit
and submt a plan to inprove the horme-like quality for any areas iden-
tified as needing i nprovenent. Corrective action nust be acconpli shed
by Septenber, 1, 1988.
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13. Atation; Mnnesota Rules, part 9525.0260, subpart 2.

Violation: The facility did not have adequate provisions for privacy.
For exanple: On CTAC 7 one bedroomw ndow (room 323) opens to the
househol d porch which residents do use in the summer, but the w ndow
has no curtains or privacy shades. n CTAC 3, roons 45 and 46 are at
ground | evel opening on canpus grounds, but there are no curtains or
privacy shades. On CTAC 4, curtains are hung at wi ndows, but the cur-
tains do not cover the full width of the window CTAC 1, room12 is on
the ground level and has no curtains or privacy shades on the w ndow.
e curtain is mssing fromthe toilet stall on the "Heading Qut" unit
facing the AOWH urit. CTAC 7 has a door missing fromthe second stall
in the wormen's bat hr oom

Time Frane for Correction: By June 1, 1987, submt a plan to provide
privacy in each of the identified areas. This plan nust result in the
correction of all violations by August 1, 1987.

14. Gtation: Mnnesota Rules, part 9555.8200, subpart 2. A

Violation: The assessnents of factors that mght contribute to abuse
or neglect of vul nerable adults and program abuse prevention plans did
not address each site where services are delivered.

Time Frane for Correction: By May 1, 1987, submt assessments of the
physical plant, population, and environments that are specific to each
building or living unit.

15. Gtation: Mnnesota Rul es, part 9555.8200, subpart 3.

Violation: The program abuse prevention plan assessnent fails to
describe the mental functioning, physical and enotional health, or
behavi or of the population. It also fails to identify the need for
speci al i zed prograns of care for residents and does not include
know edge of previous abuse situations.

Time Frame for Correction: By May 1, 1987 submt a program abuse pre-
vention plan for each building, with the above infornation included.

16. Gtation: Mnnesota Rul es, part 9555.8200, subpart 6., and part
9555. 8400, subpart 8.

Violation: GCommnity Traini ng Achi evenent Center (CTAC 1, 2, and 5
did not have a posted copy of the plan and the reporting procedures. In
CTAC 3 the posted plan was dated April 1983; this is not the current plan.

Time Frame for Correction: By May 1, 1987, submt evidence that copies
of the program abuse prevention plan and reporting procedures have been
posted prominently on all residential and day units and that staff have
been informed of. the | ocation.
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18.

19.

Gtation: Mnnesota Rul es, part 9525.0340, subpart |.F.

Violation; In the records reviewed, the annual interdisciplinary team
summary i1dentifies the guardianship status of the residents, but does
not docunent consideration of the need for (continued) guardianship or
conservatorship or restoration to capacity and the acconpanying
rationale for the teams deci sion.

Time Frane for Correction: By January 1, 1988, the interdisciplinary
team nust review each resident and docunent the need and recomren-
dations for guardianship or continued guardi anship and the rational e
for the decision.

Gtation: Mnnesota Rul es, part .9525.0340, subpart |.E

Violation: In the records reviewed, the interdisciplinary team had
identified and sunmarized the resident's community placenent needs.
However there was no docunentation of the rationale for the teams
deci si on.

Time Franme for Correction: By May 1, 1987, subnmit copies of three
annual reviews whi ch docunent the rationale for that decision.

Gtation: Mnnesota Rules, part 9525.0370, subpart 5.

Violation: GConsumers did not participate in the facility's human
rights commttee, contrary to existing policies of the facility and to
the requirement to have consurer representati on when consuners are not
a part of the governing body.

Time Frane for Correction: By July 1, 1987, submt a list of consumers
who have agreed to serve on the human rights committee.
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It is recommended that the current organizational structure of the
facility be changed for the purpose of inproving the coordination
and conmuni cation in inplenentation of residents' programplans.
The facility director of mental retardation services could be
given the responsibility for supervision of all direct care staff,
including the night staff. This structure could alleviate the

i ssue of night staff persons not inplenmenting the program plans.

PENALTY FOR FAI LURE TO CORRECT VI OLATI ONS
Failure to correct the above violations within the prescribed tine frane
will result in revocation of your I|icense.

Rl GHT TO APPEAL

The decision to issue a probationary |icense nay be.appeal ed by notifying
the Commi ssioner of Human Services in witing, within ten days of receipt of
this letter. Upon receipt of a tinmely, witten appeal, Fergus Falls
Regi onal Treatnment Center shall have the opportunity for a pronpt hearing

before an inpartial hearing exani ner.

Provide a copy of this letter to each |ocal social service agency that has
clients placed at your facility.

If you have any questions concerning this Correction Order, contact Suzanne
Dot son, 612/297-1876, imredi ately.

Si ncerely,

Charles C. Schultz
Deputy Commissioner

CSD/43

cc: Sandra S. Gardebring, Conmm ssioner
Maria Gomez, Assistant Conmi ssioner
Al Hanzel , Assistant Conmi ssioner
Mar garet Sandberg, Assistant Conmi ssioner
Beverly Heydi nger, Assistant Attorney General
Julie 3runner, Welsch Conpliance Unit
Mary Stanislav, Special Assistant Attorney Ceneral



